IN the two cases to be described, paralysis of the eye muscles came on in the course of mastoiditis; in the first case, after operation for acute symptoms arising in the course of chronic suppuration; in the second, in the course of simple acute mastoiditis. In the latter case there was no rise of pressure in the cerebro-spinal fluid as evidenced by lumbar puncture. In the first case the cerebro-spinal fluid was under increased pressure and was slightly cloudy. In both cases recovery was eventually complete. In neither case was any extension of disease found towards the tip of the petrous bone though it was -sought for. In both cases the symptoms were suggestive of meningitis, and it would seem on the evidence available, that the eye paralyses were more probably due to metastatic infection than due to direct spread of infection to the tip of the' petrous bone and so to the nerves as they cross to the outer wall of the cavernous sinus, If the infection was mnetastatic, it must almost certainly be a meningeal infection of the nerves and not a nuclear or central infection. CASE I. Boy, aged 12, was seen on December 27, 1915. Six years previously he had had scarlet fever and since then had suffered from right-sided otorrhcea. On December 7 he complained of pain in the right side of the neck and back of the neck; temperature 104°F., slight otorrhoea; on December 10, Mr. Holman saw the boy, who then was complaining of pain in the temporal region; temperature 1020F., and there was some tenderness over the apex of the mastoid and' very slight tenderness over Macewen's triangle.
Mr. SYDNEY SCOTT asked whether Dr. Friel had checked his results by bacteriological examinations beforehand.
Dr. FRIEL (in reply) said the cases now described were not bacteriologically examined before treatment. The method was not intended for the remedy of any factor except sepsis, which was accessible to the zinc solution. In acute otitis media at the stage when there was profuse discharge it would be difficult to keep the zinc solution in contact with the tissues. At a later stage, when the discharge had become less, zinc ionization was successful (see Case 46).
Paralysis of Eye Muscles occurring in connexion with
Mastoiditis; Recovery.
By W. M. MOLLISON, M.Ch.
IN the two cases to be described, paralysis of the eye muscles came on in the course of mastoiditis; in the first case, after operation for acute symptoms arising in the course of chronic suppuration; in the second, in the course of simple acute mastoiditis. In the latter case there was no rise of pressure in the cerebro-spinal fluid as evidenced by lumbar puncture. In the first case the cerebro-spinal fluid was under increased pressure and was slightly cloudy. In both cases recovery was eventually complete. In neither case was any extension of disease found towards the tip of the petrous bone though it was -sought for. In both cases the symptoms were suggestive of meningitis, and it would seem on the evidence available, that the eye paralyses were more probably due to metastatic infection than due to direct spread of infection to the tip of the' petrous bone and so to the nerves as they cross to the outer wall of the cavernous sinus, If the infection was mnetastatic, it must almost certainly be a meningeal infection of the nerves and not a nuclear or central infection. CASE I. Boy, aged 12, was seen on December 27, 1915. Six years previously he had had scarlet fever and since then had suffered from right-sided otorrhcea. On December 7 he complained of pain in the right side of the neck and back of the neck; temperature 104°F., slight otorrhoea; on December 10, Mr. Holman saw the boy, who then was complaining of pain in the temporal region; temperature 1020F., and there was some tenderness over the apex of the mastoid and' very slight tenderness over Macewen's triangle.
On December 11 the boy was somewhat drowsy, complained of pain in the right orbital region: temperature 100'2°F., and rather more otorrhcea. December 12: Condition unchaDged and operation performed.
Hard mastoid. Pus found in the antrum; radical mastoid operation completed but no further complication found. Wound sewn up and cavity packed with gauze after application of B.I.P.P. The following day there was some cedema of the side of the face and eyelids, somie difficulty in opening the eye; For the next three days fairly satisfactory, the cedema disappeared; the patient ate well and had no vomiting; the temperature, however, was raised in the evenings to between 100 and 100'2°F., though normal in the mornings, and now and then he was rather drowsy.
December 17: Complained of pain in the back of the neck on raising his head; this may have been due to some infection of the soft tissues behind the mastoid and on December 19 a second operation was performed; a few minute points of pus in the bone were opened, no pus was found in the tissues behind the mastoid. The condition did not alter materially till December 27 when the boy vomited in the early morning and complained of headache.' The temperature had been normal or subnormal aftei' the second operation but now rose to 1020 F. Examination showed no nystagmus; no dysdiadokokinesis; no optic neuritis, but in view of the symptoms and some tenderness round the wound, operation was decided upon. 'Lumbar puncture showed the cerebro-spinal fluid under increased pressure and slightly cloudy. The wound was re-opened and' small septic granulations found in the bone at the top of the mastoid and towards the middle fossa; the dura mater was widely exposed and a small rough area found over the tegmen tympani (previouely exposed at the first operation); after painting the dura with pure carbolic acid the brain was explored with negative result. The lateral sinus and dura of the posterior fossa were normal. Wound left open. The following day lumbar puncture showed clear fluid but under increased pressure; the next day the fluid was clear and under normal pressure. The patient's condition was worse, headache, nausea, no appetite, and pulse fell to 56 and 50. On the third day after the operation there was found in the wound at least a drachm of pus (not previously or subsequently found) and what appeared to be a very small sinus in the dura of the posterior fossa; pressure on the dura did not produce any more pus but caused pain above the right eye.
December 31: Four days after operation the boy was much better but the vision of the right eye was hazy; there was ptosis of the eyelid and dilated pupil. The next day, in addition, external strabismus was present.
From then onwards the boy made an uninterrupted recovery though the third nerve paralysis took five or six weeks to disappear. Seen a year later the boy was perfectly well.
The needle used for exploring the brain was not introduced more than 1 in. CASE II.
Boy, aged 10. This was a case of acute mastoiditis with few symptonms. The boy was seen on May 31, 1920; eight weeks previously he had had chicken-pox; with it some pain in the right ear, but this lasted only a short time. About three weeks later he again had pain in the right ear and slight discharge, which had continued but was very slight in amount; his temperature had been 1030 F. but had dropped; he had not complained of any pain for the last three weeks. He has become much thinner the last two to three weeks. For the last ten days he has had daily vomiting of the cerebral type; his pulse-rate was 60 but has dropped to 56, 54 and 42.
Notes on examination on May 31: The boy is very thin and pale, mentally alert, complains of no pain except above right eye. Temperature 99.50 F.; tongue moist. Ptosis of right upper lid, paresis of right external rectus and perhaps of the internal rectus; no nystagmus; pupils equal ; no optic neuritis. Knee-jerks equal; superficial abdominal reflexes normal. There is a little pus in the right meatus, deeply situated, which returned after wiping, odourless; granulation on the membrane. No tenderness over the mastoid process (the boy is one who will not admit to pain) and no thickening at the tip.
A diagnosis of acute mastoiditis was made with alternative possibility of a cerebral abscess or tuberculous meningitis.
Operation on the mastoid showed extensive suppuration; wide exposure of the dura mater of the middle fossa and posterior fossa showed dura normal. Lumbar puncture showed cerebro-spinal fluid of normal appearance and under normal pressure. Some improvement followed operation; vomiting lessened and pulse rose to between 60 and 80 but after about a week symptoms were again marked.
On June 12 the wound was again opened; no further suppuration was found; the dura mater was exposed as far towards the tip of the petrous bone as was possible, but nothing abnormal was found. The temporo-sphenoidal lobe was explored but no pus was found. After this operation the boy quickly improved; the vomiting gradually ceased; the paralysis, of the eye muscles had all disappeared at the end of six weeks.
Hutchison: Middle-ear Suppuration
Both cases had certain features in common; pain about the affected eye, nausea (or vomiting), slow pulse, com bined with paralysis of the levator palpebrae superioris; but in the first case paralysis of the third cranial nerve, in the second of the sixth cranial was present. It is probable that some form of meningitis was responsible for involvement of individual cranial nerves, though the evidence is very poor in the second case.
Middle-ear Suppuration with Paralysis of the External Rectus
Muscle of the same Side. By ARTHUR J. HUTCHISON, M.B.
A BOY at school, aged 7, sickened with measles on June 5, 1918.
Defervescence was not satisfactory. On June 11 he complained of pain in the right ear; this passed off during the following night. Next day he complained of pain in the left ear and over the left eye, and temperature rose to 101°F. After paracentesis of the left tym-lpanic membrane the pain ceased and temperature dropped to normal.
On June 17, there was a sudden rise of temperature to 1020 F. in the morning, accompanied by shivering, but by the afternoon temperature was normal and the bov appeared well.
About the beginning of July the left ear began to discharge freely and pain was complained of.
On July 4 a squint developed, due to paralysis of the left external rectus. I operated on the mastoid, finding only red inflamed bone but no pus, except in the antrum and attic, and after removing the antro-attic roof found apparently normal dura mater.
Five days later temperature ran up to 103.8°F., pulse to 148; the boy vomited three times and slight stiffness of the neck was detected. Lumbar puncture gave turbid fluid, under considerable pressure, from which streptococci were cultured. Lumbar puncture was repeated daily. The fluid became more and more turbid. Antistreptococcus serum was injected daily, both into the flank and into the canal. Death on July 16. No post-mortem.
[A synopsis of the literature of this subject is given in an article by Mr. Douglas Guthrie in the Edinburgh Medical Journal, July,
